ABSTRACT: Health beliefs interviews were conducted with 250 children
aged 6-17 years. A factor analysis of the items resulted in six correlated factors which were interpreted as 1) specific health concerns, 2)general health concerns, 3) perceived parental concern, 4) perceived general susceptibility, 5) perceived susceptibility to specific conditions, and 6) perceived seriousness of and susceptibility to disease. Factor scores were computed and two-way analyses of variance (by age and sex of child) were conducted on six sets of factor scores. No significant sex differences or sex by age interaction effects were noted. Younger children scored significantly higher on "specific health concerns"and "perceived general susceptibility,"while older children scored significantly higher on "perceived parental concern. " Tests of differences among variances showed a tendency for the variability to be greater among younger children. The results are interpreted as providing partial support for a model of children's health beliefs and as a basis for further operationalization of concepts which are central to an understanding of motivated health behavior. Implications for practice are discussed.
THE HEALTH BELIEF MODEL
Considerable research has been conducted on the health beliefs of adults, particularly with regard to understanding the roles played 220 by those beliefs in guiding health-related behaviors.' While a variety of relevant psychosocial models exist,' the one which has, during the past decade received the greatest attention and empirical support is a formulation which has come to be known as the &dquo;Health Belief Model&dquo; (HBM). This model's approach is phenomenological in character, reflecting the influence of Lewin, and focuses on the current dynamics acting upon the behaving individual.' 3 In its most elemental form, the HBM postulates that the likelihood of an individual undertaking a recommended health action aimed at preventing or curing some disease or condition will depend ( Table 1 presents the Oblimin factor pattern loadings which were equal to or greater than . 25 for the six-factor solution. The first factor received its highest loadings from a series of questions concerning the degree to which the child said he/she would worry about specific problems, and has consequently been labeled &dquo;specific health concerns.&dquo; The second factor's highest loadings were derived from a series of questions concerning the degree to which the child reported feelings of being susceptible to specific problems (labeled &dquo;perceived specific susceptibility&dquo;). The third factor's highest loadings came from items which indicated that the child worried more about health and health problems (designated &dquo;general health concern&dquo;).
The highest loadings on the fourth factor were found to be those questions dealing with the child's perceptions of degree of parental concern about the child's health. (The negative loading obtained by the item &dquo;What things do you do that aren't good for your health?&dquo; indicates that children who reported greater parental concern tended also to report fewer negative health habits). This factor has been Tables 1 continued   labeled &dquo;perceived parental concern.&dquo; The fifth factor received its highest loadings from items concerning perceived susceptibility to, and perceived seriousness of, disease (as reflected by its title in Table 1 ). The sixth (and final) factor interpreted in this analysis has been labeled &dquo;perceived susceptibility (general),&dquo; as its highest loadings were contributed to questions which had been designed to assess that dimension.
The alpha coefficients associated with each of the six factors were computed among the unit-weighted items which were the primary marker variables for the factors, and are presented in Table 1 Table 3 .
The analysis of variance by age on the &dquo;specific health concerns&dquo; (factor I) scores produced a significant (p <.001) age effect. The after-the-fact comparisons for differences between pairs of means were conducted using the Scheffe26 method, which minimizes the Type I error when conducting multiple comparisons (the maximum Type I error was set at .05 for all paired comparisons). Table 4 presents the results of these comparisons. Comparisons of pairs of variance ratios by age group were then conducted for each set of factor scores. On factor I, &dquo;specific health concerns,&dquo; the only significant ratio was between the 12-14 year olds and the 15-17 year olds. On factor II, &dquo;perceived susceptibility (specific conditions),&dquo; the variance of the youngest group was significantly greater than those of the 9-11 year olds and the 15-17 year olds. On factor IV, &dquo;perceived parental concern,&dquo; the variance of the youngest group was significantly greater than that of the oldest group. On factor VI, &dquo;perceived susceptibility (general),&dquo; the variances of the two youngest groups were significantly greater than that of the oldest group, and the variance of the youngest group was significantly greater than that of the 12-14 year old group. No significant ratios were noted for factors III and V. These results are summarized in Table 5 .
DISCUSSION
Factor analysis of questions representing theoretical constructs in the children's HBM resulted in a separation of items designed to Table 5 Significance of Variance Ratios by Age Group on the Six Factor Scores measure the &dquo;perceived susceptibility&dquo; construct into three factors. One of these (factor V) was comprised of items on general susceptibility to disease combined with two items assessing the child's perception of the seriousness of illness. Another susceptibility factor (factor 11) was comprised entirely of items relevant to the child's perception of the likelihood that he or she would experience symptoms. The third factor relating to perceived susceptibility (factor IV) was a mix of items concerning the likelihood of experiencing symptoms and items about susceptibility to illness in general.
The three factors relating to susceptibility are thus relatively independent (correlations ranging from .01 to .18), and the items cannot be combined to form an overall index of perceived suceptibility. The &dquo;specific susceptibility&dquo; factor, and the &dquo;general susceptibility&dquo; factor yielded the highest reliabilities (.67 and .65, respectively) It is therefore recommended that the items from these two factors be employed in further research as the core for the measurement of general and specific perceived susceptibility to disease. The finding that some items which were intended to measure perceived severity and some which were intended to measure perceived susceptibility combined into one factor suggests that children's beliefs with respect to these dimensions may not be as differentiated as adults bel iefs.
The factor labeled &dquo;specific health concerns&dquo; (factor I) also exhibited an acceptable level of internal consistency (.77), and was modestly correlated (.22) with the &dquo;general susceptibility&dquo; factor. As was true for perceived susceptibility, younger children reported a greater degree of concern about health in general. The &dquo;specific health concerns&dquo; factor could be a measure of &dquo;perceived threat.&dquo;4 Its slight, positive relationship to the general susceptibility factor is consistent with the Health Belief Model. If the &dquo;specific health concerns&dquo; factor is accepted as an index of perceived threat, the lower correlations between it and the other two susceptibility factors provides additional support for the argument that the &dquo;general susceptibility&dquo; factor should be the focus of core items for an index of perceived susceptibility to be used in future research in the area of children's health beliefs.
The factor which has been labeled &dquo;general health concerns&dquo; (factor III) is characterized by a relatively lower alpha coefficient (.56), and is not significantly related to the age or sex of the child. It shows a fairly high negative relationship (-.43) to &dquo;perceived specific susceptibility&dquo; (factor I I), and is positively related to the factors which have been termed &dquo;specific health concerns&dquo; (or &dquo;perceived threat&dquo;) and &dquo;perceived seriousness of and susceptibility to disease.&dquo; Further item development and construct validation is needed to test the replicability and necessity of this factor. It may represent general health anxiety, and may serve as a general motivating factor in such behavior as receptivity to, and compliance with, health information (the concept of general health motivation was included in early research on the H BM, but was dropped due to failure to develop operational measures;4 it was later revived by Maiman et al.,' but has not received much research attention in the interim).
The final factor to be discussed in the context of the current study is &dquo;perceived parental concerns&dquo; (factor IV). The reliability coefficient for this factor was low (.26), and if it is to be employed in future research it is suggested that new items be constructed around the two core &dquo;perceived parental concern&dquo; items which exhibited the highest factor loadings. 
